,^lried the expression cor pulmonale to describe *e syndrome of right ventricular failure due to cUte obstruction by emboli in the pulmonary tery. From this the recognition of the chronic ?rni followed logically. The tardiness of this ec?gnition is due, of course, to the fact that ,.Mention has been focussed on the causative jsease, and the essential lesion, endarteritis ci -rclSa *n the artery, has been overlooked. The
Hef credit" for this must , Bayliss, Donald, 1953 . 1953).
In uncomplicated emphysema, Parkinson and Hoyle (1937) Bullen (1952) found it in a third of 176 cases which died, its degree being roughly commensurate with the amount of emphysema. Samuelsson (1952a) Thomas (1951) (Wood, 1952) . Perhaps this means that when the pathological changes, to be described later, take place, they do so quite rapidly.
Although increased venous pressure occurs in any form of left ventricular failure it is on mitral steposis that our interest is mainly centred. Now that mitral valvotony has become the treatment of choice, it has come to be realised that the chief cause for lack of success of the operation is due to irreversible changes in the pulmonary artery, and of the great importance of not leaving an incompetent valve; although strangely enough this as a pure phenomenon is relatively benign (Brigden and Leatham, 1953 (Wood and Miller, 1938) true arteriovenous aneurysms (Brinton, ? This Except in failure the enlargement will not be very great nor will the clubbing be as gross as in primary cyanotic congenital heart disease.
On examining the cardiovascular system a small pulse will be found, unless the patient is in high output failure due to emphysema, vide supra. If the heart itself is not obscured by emphysema it will show a right ventricular type of impulse, that is to say, there will be less sense of thrust to be felt by one finger on the apex than by the flat of the hand laid on the precordium to the left of the sternum. Pulmonary artery pulsation can often be felt by the tip of the finger in the second left interspace alongside the sternum. On auscultation the only sure sign will be an obvious splitti?ig of the second sound at the base, the second element will be the louder of the two and inspiration will widen the split. If these signs are marked, and there is clear failure, then the additional finding of triple rythm means that the disease is far advanced and the progonosis grave.
Cardioscopy
Except in the case of shunts, the heart is not usually much enlarged unless in gross failure, in fact in the rotated type of heart with the right ventricle well forward and a low diaphragm seen in emphysema and pneumokoniosis in an A.P. view, the heart looks smaller than normal, but in the right oblique position it is usually possible to detect right ventricular enlargement it must be remembered that if this is present to any marked degree the left border of the heart is pushed laterally and the left ventricle backwards which may well delude the unwary into believing that the left ventricle is enlarged. The chief feature, however, is increased size and pulsation of the pulmonary arteries, the former has been found to be roughly correlated with pressure and the latter with flow (Campbell, 1951 (Ball et al., 1952) . Exercise also will always produce an appreciable rise. By measuring the oxygen saturation in the superior vena cava, the pulmonary artery and a systemic artery, and applying the Fick principal, the ratio of the pulmonary to systemic blood flows can be determined in shunts. Also by using the formula pulmonary artery pressure = pulmonary blood flow X Pu^" monary peripheral resistance, the latter can be found. This is always raised, and may be as much as 8 times normal (Wood, 1952 (Lane, 1952) 
